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A man, aged 47, consulted one of us because of an ulcer,
which had made its appearance on the roof of his mouth. His
previous history was in all respects negative. One day he
noticed a little soreness on the roof of his mouth, and a small
white spot, to which he paid no particular attention, until
within a few days an ulcer developed, gradually becoming
larger and more painful. Despite his negative history, a
syphilitic condition was suggested by several physicians.
Physical examination revealed slight anisocoria, rather
marked oral sepsis and gingivitis, especially around the pos-
terior molars, an unpleasant fetid odor to the breath, and a
well defined punched-out ulcer, about the size of a dime,
situated on the hard palate, covered with a thick, creamy,
easily removed exudate, and surrounded by a deep red, some-
what indurated areola. The base of the ulcer bled easily.
The clinical picture certainly justified the suspicion of syphilis,
a view concurred in by a nose and throat specialist. The
patient was a febrile and not sick.
Laboratory studies revealed a normal blood picture, and
the Wassermann reaction was negative with each of three
different sets of reagents. Smears made from the exúdate
showed enormous numbers of B. fusiformis, and many coarse,
readily stained spirochetes, presenting from five to eight wide
undulations. A diagnosis of so-called Vincent's angina was
made, and the lesion promptly healed in a few days under
treatment with dichloramin-T and local applications of con¬
centrated arsphenamin solutions. There has been no recur¬
rence.
BRIEF HISTORICAL SUMMARY
Since the discovery and recognition of diphtheriain 1882 by Klebs, there has been noted with increasing
frequency, the occurrence of diphtheria-like lesions on
the tonsils and elsewhere in the mouth, apparently
caused by a fusiform bacillus-, in association with a
spirochete of large size. Though the organisms were
first described in 1883 by Miller, an American dentist,
     
further noted their occurrence in both normal
and dirty mouths, the first article of real moment came
from Flaut in 1894. Between the years 1896 and 1905,
Vincent wrote a number of very comprehensive
articles on both the organisms and the associated clin¬
ical findings, as a result of which the condition came
to be called Vincent's angina. A full discussion of the
question of priority is to be found in Eichmeyer's
excellent monograph.1 During the last ten years,
scattered articles have appeared, but no especial inter¬
est was attached to a presumably uncommon malady,
until a very high incidence of an ulcerative stomatitis
was observed among British and French troops. The
disease broke out sporadically, was usually preceded
by a sore throat, and became so common that it con¬
stituted, according to Bouty,2 23 per cent, of all throat
infections. It was soon found that the lesions were
invariably associated with a mixed invasion of fusi-
Read before the Section on Practice of Medicine at the Sixty-Ninth
Annual Session of the American Medical Association, Chicago, June,
1918.
1. Eichmeyer: Ergebn. d. allg. Path. u. path. Anat., 1904, 10, 106.
2. Bouty: Brit. Med. Jour., 1917, 2, 685.
form bacilli and spirochetes, and the condition was
commonly referred to as "trench mouth," "trench
throat" or "trench gums." Probably the condition has
no association with trench life as such, but its dissem¬
ination is favored by the collection in camps of large
numbers of young men. As a minor cause of tempo¬
rary or often prolonged invalidism, the malady ranks
high, and is therefore worthy of much more attention
at the hands of both civil and military practitioners.
Already, careful studies by McClintock,3 McKinstry*
and others, of so-called "normal mouths" have proved
that there are many healthy carriers. This form of
stomatitis may be very infectious in type, as was
shown by the occurrence of more than 200 cases within
two days among 800 prisoners in one of the German
camps. The disease apparently has a universal dis¬
tribution, and it is not at all selective as to sex, social
conditions, occupation or season. Finally, though poor
resistance, the promiscuous use of pipes, tooth brushes,
etc., excessive smoking and climatic conditions have
all been regarded as possible predisposing causes, it
has been established beyond all doubt that one con¬
dition above all others exerts an influence favorable
for the development of this type of ulcerative stoma¬
titis, namely, oral sepsis, peridental gingivitis or
pyorrhea.
DEFINITION OF THE DISEASE
As generally employed, the term "Vincent's angina"
usually refers to an ulcerative lesion of one or both
tonsils and due, apparently, to a fusospirillary invasion.
There is little doubt that this is the commonest type
encountered clinically, one often mistaken for diph¬
theria or syphilis. Vincent's original classification of
the lesions has usually been accepted, according to
which the cases fall into one of two groups, either one
of which may run its course in a few days or persist
for weeks.
A. The superficial, pseudomembranous or diph-
theroid form, in which a thin, grayish white film
usually starts over one tonsil and gradually spreads,
often over a wide area. As a rule the membrane is
easily removed, though not en masse, leaving a red,
bleeding base and a shallow ulcération. There is gen¬
erally an associated diffuse pharyngitis.
B. The ulcerative, and more common form, in
which there is deep tissue necrosis, covered by a thick,
creamy, yellowish or gray exúdate, which comes away
easily and again leaves a raw, granular, bleeding base.
This leads to the formation of crater-like ulcers, with
irregular, somewhat indurated and undermined edges.Both forms show a tendency to be unilateral.
This description of the lesions answers well enough.We now know, however, that ulcerative lesions of this
type may occur in many places, including various por¬tions of the mouth, the bronchi, gastro-intestinal tract,
and, in a few instances, the genitalia, causing there the
so-called "fourth venereal disease" closely simulating
chancroid. Campbell and Dyasr' give the followingdefinition : "Vincent's angina is an infectious disease
of the mucous membrane of the mouth, throat, bronchi
and prepuce." The term "angina" (from the Latin
aligere, to choke) is quite loosely and incorrectly usedin medical writings generally, and should be applied
only to those diseases or conditions characterized by
3. McClintock: Am. Jour. Med. Sc., 1917, 153, 256.4. McKinstry: Practitioner, London, 1917, 99, 507.5. Campbell, A. R., and Dyas, A. D.: Epidemic UlceromembranousStomatitis (Vincent's Angina) Affecting Troops, The Journal A. M. A.,June 2, 1917, p. 1596.
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spasmodic symptoms of suffocation or choking,     
hence particularly to diseases of the throat. The term
"Vincent's angina," therefore, should be restricted to
a peculiar type of throat or mouth affection, due to
an unusual and possibly specific bacterial infection.
It should be noted in passing that attacks of choking
or suffocation in these cases are most uncommon.
The term "ulcerative stomatitis" is not comprehensive
enough, and, of course, does not convey any notion
as to the etiology, since infective disorders of the
buccal cavity and pharynx include a great number of
conditions, due to different micro-organisms. As a
result of the more recent studies, a far better con¬
ception is the recognition of numerous types of mouthinfection, all due apparently to the same variety ofinvasion, and to limit the term "Vincent's angina" to
such infections of the tonsils proper. One is inclined
to agree with Bowman,6 who feels that we should
speak rather of Vincent's disease, under which are
included all forms of this peculiar fusospirillary ulcér¬
ation, no matter where located.
CLINICAL VARIETIES
Leaving aside, at this time, the unusual bronchial
and genital forms of the disease, one may easily tabu¬
late the various types encountered in the buccal cavity.
Two classifications have been advanced :
1. McKinstry groups the cases in the order of the
frequency of their occurrence in his experience, as :(a) affections of the gums; (b) affections of the ton¬
sils (Vincent's angina), and (c) affections of the
mucous membranes of the buccal cavity. This classi¬
fication possesses the valuable point of emphasizing
one most significant fact, namely, that the commonest
primary form of the disease is an ulcerative, peridental
gingivitis, especially common around the lower
incisors, posterior lower molars, crowned teeth, and
between irregular ones. In these cases the only possi¬
ble confusing condition is pyorrhea, from which it
can be easily diagnosed, according to McKinstry, first,
by the character and appearance of the ulcération,
secondly, by the association of fetor and considerable
gingival pain and bleeding, and, finally, by the absence
of pus between the tooth and the gum. J. S. Marshall
of Chicago thus describes the condition :
The clinical characteristics are the formation of ulcers at
some point of injury, which at first appear in no wise differ¬
ent from the ordinary form of a localized ulcerative stoma¬
titis, but which, after the lapse of twenty-four to forty-eight
hours, begin to spread rapidly along the margins of the gin-
givae in all directions, involving both jaws, and sometimes
extending to the hard palate and the floor of the mouth. The
margins of the gums assume a general ulcerative condition,
accompanied by swelling, redness and considerable congestion
of the parts, which bleed easily. Later they become covered
with a dirty-white or yellowish-white pellicle or membrane—
somewhat resembling the thrush film—which sloughs off after
a day or two, destroying the festoons and leaving a ragged
surface. The denuded surface is very red and covered with
coarse granulations, which bleed upon the slightest provoca¬
tion. The gums are loosened from the necks of the teeth,
and the borders of the alveolar processes are exposed. Pus
mixed with blood exudes from the inflamed tissue about the
necks of the teeth. The breath and excretions are very fetid,
and salivation is profuse. In these respects the symptoms
resemble mercurial ptyalism. The ulcerated surfaces are
exceedingly sensitive, and motions of the tongue and lips on
this account are very painful. Food is taken with difficulty.
6. Bowman, F. B.: Proc. Roy. Soc. Med., 1915, 9, Part 2, p. 51;
Lancet, London, 1917, 2, 536; Brit. Med. Jour.. 1916, 1, 373.
Accompanying the, local manifestations there is a general
febrile condition, temperature ranging from 100 to 101 F.,
thirst, loss of appetite and general malaise, sleeplessness, and
irritability of temper.
McKinstry is quite convinced that this form ofgingivitis is always the primary lesion, from which
extension to the tonsils, palate, etc., occur.
2. Campbell and Dyas, in an analysis of 129 cases
arranged in the order of their incidence, divide their
cases thus : Type I, tonsillar cases ; Type II, ulcers on
the lower jaw behind the last molar ; Type III, gingival
cases, and Type IV, general infection of the buccal
cavity.
There is, perhaps, no essential difference between
the two groupings, and variations in the occurrence of
the tonsillar or gingival form probably depend in great
part on the stage at which the patient is first seen.Obviously, careful observation of the gums and more
consistent attempts to rule out this condition from true
pyorrhea are strongly needed. The disease is seldom
found in a clean mouth, that is, one in which the
gingivae are normal.
SYMPTOMATOLOGY
Objectively one notes :
1. Insignificance, as a rule, of constitutional distur¬
bances. The patient is not very ill.
2. Absence of fever, the temperature rarely rising
over from 100 to 101.
3. Heavy and offensive breath.
4. Enlargement of the cervical and submaxillaryglands, as a rule moderately. They are tender and
never suppurate.
5. The lesions proper.
6. Swollen, spongy and bleeding gums, suggestive
of scurvy.
Subjectively, the patient complains of:
1. Extremely bad taste in the mouth.
2. Tenderness of the gums, so that the use of a
tooth brush is impossible, and mastication is so painful
as to preclude eating.
3. Pain on swallowing.
4. Looseness of the teeth, with salivation, which is
common, resembling mercurial ptyalism.
5. Anorexia.
6. Joint pains, frequently.
7. Lassitude—"lack of go."
8. "The most serious constitutional symptom and
one always present when the teeth and gums are
affected is severe depression." ß
LABORATORY FINDINGS
1. Blood cultures are uniformly negative.
2. The Wassermann reaction in all cases of Vin¬
cent's disease is negative in nonsyphilitic patients. The
presence of a positive reaction does not exclude Vin¬
cent's disease, and the experience has shown that
patients with a syphilitic history, undergoing mercurial
treatment, are especially prone to this form of mouth
lesion.
3. The leukocytes are rarely increased over 10,000:
anemia does not develop in the majority of the cases.
4. A transient albuminuria is common in the more
severe cases.
5. Smears from the lesions show the characteristic
organisms—a fusiform bacillus and a coarse spiro¬
chete, in association with numerous other organisms.
6. Dark field illumination aids greatly in eliminating
the Spirochaeta pallida.
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COURSE OF THE DISEASE
Most cases run a benign course, clearing up in from
a few days to one or two weeks. Recurrences are
coniinon, especially in the primary gingival cases,
inadequately treated. In some instances, however, thedisease may assume a much more virulent form,
accompanied by high fever, bleeding from mucous
membranes generally, extensive purpura and profoundprostration. A number of cases are now on record
occurring in civilian and military practice that have
terminated fatally. "The most destructive and fatal
forms of gangrenous necrosis in which these organisms
are found often occur in subjects with leukemia or
one of the other essential blood diseases." T
THE BACTERIOLOGY OF VINCENT'S DISEASE
The examination of smears made directly from an
ulcer always shows a great variety of organisms, but
two in particular tend to predominate. These are :
1. The Bacillus fiisiformis, first noted by Vincent
in cases s>i hospital gangrene. The bacillus is from
5 to 10 microns long, is slightly curved, pointed at the
ends, and thickest in the middle, where there is often
a single transverse, colorless band, giving the appear¬
ance of two prisms with their bases opposed: The
organisms are often arranged in pairs. The bacillus is
sometimes beaded, owing to the occurrence of a num¬
ber of granules in the protoplasm. It is anaerobic,
nonmotile, according to most observers, gram-negative,
does not form spores, and stains readily with basic
anilin dyes and weak solutions (25 per cent.) of
carbolfuchsin. In cultures as well as in smears, the
bacillus may present marked morphologic variations;
small forms, comma-shaped and, if end to end, simu¬
lating a spirillum, may lie seen side by side with deli¬
cati- rods or threads as long as from 50 to 100 microns.
2. The spirochetes which invariably accompany
these fusiform bacilli are slender, of fairly large size,
pointed at the ends, gram-negative, and stain only
feebly with ordinary dyes, though much more readily
than does the Spirochaeta pallida. They show on an
average from five to eight wide, irregular convolu¬
tions. The existence of an undulating membrane and
absence of flagella are mooted points, which must be
settled if the generic term "spirochete" is correct.
Seen by dark field illumination, they are very actively
motile, lashing around with a whiplike or rotary
motion, and not the longitudinal corkscrew-like move¬
ment of the Spirochaeta pallida. They are thicker
than the Spirochaeta pallida, appear yellowish rather
than white, and there is no geometric regularity to the
spirals. The organism is readily distinguished from
the 5". dentimi! and S. refringens. Like the bacillus,
it is anaerobic.
Cultivation and Identity of the Organisms.—Briefly,
the cultivation of these anaerobes has been found
extremely difficult by most observers. It is doubtful
if the spirochete has ever been isolated in pure form
and kept alive over more than two or three generations.
The bacillus grows best in fluid mediums in the pres¬
ence of tissue, and a small percentage of sugar (0.5
per cent.). Krumwiede and Pratt8 assert that blood
or serum is also necessary for satisfactory growth.
In serum-glucose broth a flocculent growth occurs at
the bottom of the tube, the upper layers remaining
clear. The organisms form indol readily. Petri dish
7. Barnes: Medical Clinics of North America, January, 1918, p. 997.
8. Krumwiede and Pratt: Jour. Infect. Dis., 1913, 13, 439.
colonies are small, but slightly elevated, gray, thin,
translucent and show festooned margins.
It has been noted that the relative numbers of the
organisms under discussion vary much with the type
and stage of the disease. Thus, bacilli tend to pre¬
dominate in the superficial layers of the ulcer, and
spirochetes are relatively few. When the slough is
fully formed, the spirochetes occur in greater num¬
bers : moreover, at this stage, one frequently encoun¬
ters bacilli apparently linked to spirochetes. In 1911,
Ruth Tunnicliff" grew the bacilli under anaerobic con¬
ditions, and on the subsequent transfer to Loeffler's
blood serum, at room temperature, she noted that the
bacilli tended to lose their pointed ends and become
filamentous or spirillary in form. Since then, not a
few have held that the two forms seen in lesions are
only different stages in the life history of one organism.
Many consider the two organisms quite distinct and
always growing in symbiosis. Greeley10 has recently
stated that the spirochetes and fusiform bacilli are one
and the same organism : "This belief is wellnigh uni¬
versal among authorities." The evidence for such
a positive statement is by no means conclusive. Since
the days of Colin, Zopf, Lister and Billroth, the whole
question of the pleomorphism of bacteria has been
hotly discussed. Now it is quite generally agreed that
the majority of forms are uniform, showing but one
type throughout their life history. Admitted exceptions
occur, but they are certainly rare. As a result of long
studies, Krumwiede and Pratt state quite as positively
that the two organisms are in no sense related.
According to them, typical spirochetes, as seen in the
original smear, are never encountered in cultures ; dark-
field studies of cultures have never shown forms that
resemble the original spirochetes ; spirochetes can be
kept alive in serum, while the bacilli die out. And.
finally, if pure cultures of the B. fusiformi* are repeat¬
edly transplanted to the same medium, they show no
morphologic changes.
Specificity of the Organisms,—Inoculation experi¬
ments from both the original material and pure cultures
have been singularly unproductive of the characteristic
lesions in the hands of most observers. It has not
mattered how the inoculations are made, whether into
artificial wounds, subcutaneously, or intravenously.
These results may possibly be explained on the assump¬
tion that, like the tetanus bacillus, ancillary organisms
or damaged tissues must be present before the B. fusi-
formis or the spirochete, or both, in symbiosis, can
produce pathologic changes. As the identity, there¬
fore, of the two organisms is undecided, and since the
postulates of Koch have in no sense been fulfilled, the
crucial demonstration that these organisms are the
specific cause of Vincent's disease is at present lacking.
This much we do know :
1. In all of the lesions under discussion the organ¬
isms are present, as a rule in enormous numbers, and
often virtually in pure culture. The severer the infec¬
tion, the greater the number of organisms.
2. There is positive evidence both as to the infec-
tiousness and the contagiousness of Vincent's disease.
3. Healing of the lesions goes on parallel with the
disappearance of the organism. When complete, no
organisms remain.
"These facts may be taken as adequate proof that if
the organisms are not the only, they are certainly an
essential factor in the causation of these lesions, which
9. Tunnicliff, Ruth: Jour. Infect. Dis., April, 1911.
10. Greeley: Am. Jour. Med. Sc., 1918, 155, 742.
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constitute a clinical picture distinctive enough to be
considered an entity and so regarded, by the consensus
of present opinion."
THE DIAGNOSIS OF VINCENT'S DISEASE
Though infrequently mistaken for other conditions,
the diagnosis of Vincent's disease, and particularly of
Vincent's angina, is relatively easy and should present
no difficulties. The essential points always to be borne
in mind are :
1. The usual disproportion between the constitu¬
tional symptoms and the appearance of the lesions.
"The patient should be sicker than he is."
2. The clinical history.3. The negative laboratory findings with the one
exception of smears made from the ulcerative lesion.
The other ulceromembranous lesions of the mouth
and throat that require consideration may be briefly
enumerated :
1. Diphtheria.—In this condition the constitutional
reaction is usually outspoken. The throat is generally
affected on both sides ; dysphagia is not so pronounced,
and a cervical adenitis is less common ; when present,
the glands are not so tender. The membrane is much
tougher and harder to remove, and may come away
en masse. Finally, throat smears show the charac¬
teristic Klebs-Lceffier bacilli, and cultures are positive.
Vincent's organisms may coexist with those of diph¬
theria, but should give rise to no confusion. On the
other hand, diphtheria bacilli in any considerable
number are invariably absent from the mouth lesions
of Vincent's disease. It is claimed that morpholog¬
ically the organisms of diphtheria and Vincent's dis¬
ease may resemble each other. This is a remote
possibility ; in case of doubt, the use of Gram's stain
should suffice, since the B. fusiformis is gram-negative,
the B. diphtheriac, positive.
2. Syphilis.—Vincent's disease undoubtedly may be
confused with syphilis, as was true in the present case.
Moreover, it may be and probably often is superim¬
posed on a syphilitic infection of the mouth or throat.
Throughout the literature, scattered contributions are
found in which it is maintained that in uncomplicated
cases of "Vincent's angina" the Wassermann reaction
is often found to be positive. This view is held by
St. Clair Thomson, Much, Sobenheim11 and others.
Critical analysis of the cases thus reported shows that
the statement rests on decidedly flimsy evidence.
Those who have had the greatest experience agree that
though a positive Wassermann reaction does not
exclude Vincent's disease, and though in some isolated
cases neither the clinical appearances nor the micro¬
scopic findings are sufficient to establish a definite diag¬
nosis with certainty, none the less serologie findings are
invariably negative in uncomplicated cases of Vincent's
disease. Recently Taylor and McKinstry12 have con¬
duced studies to clinch this point. From a large num¬
ber of cases of Vincent's disease, fifty-five were chosen
at random ; fifty-three gave absolutely negative Was¬
sermann reactions, while two were positive. Both of
these patients admitted a primary infection. The
authors conclude that "the prevailing belief in the
occurrence of a positive Wassermann reaction in Vin¬
cent's angina has no foundation in fact, and that the
two conditions can be differentiated with absolute cer-
11. Sobenheim: Arch. f. Laryngol. u. Rhinol., 1909, 21, 5.
12. Taylor, F. E., and McKinstry, W. H.: Brit. Med. Jour., 1917,
1, 421; Proc. Roy. Soc. Med., 1917, 10, No. 3; Brit. Med. Jour.,
1918, 1, 82.
tainty by the application of bactériologie and serologie
methods. When the Wassermann reaction is positive
in cases of Vincent's angina, then a double infection
exists, either as a coincident syphilitic and Vincent'sinfection, or as the occurrence of Vincent's angina in
a subject with latent syphilis."
3. Tonsillitis.—The usual variety of tonsillitis is
easily ruled out by the appearance of the lesions, fol-
licular in type, the marked constitutional symptoms,
leukocytosis and tonsillar smears.
TREATMENT
The condition usually responds readily to treatment,
the essential points of which are :
'
1. "A good dentist is one of the best therapeutic
measures." The care of the mouth is essential.
2. Local applications, of many kinds, have been
recommended, such as iodin, silver nitrate (10 per
cent.), chromic acid (5 per cent.), zinc sulphate, and
numerous others. Based on sound reasoning, Emrys-
Roberts13 devised a lotion consisting of hydrogenperoxid, 5 fluidounces ; wine of ipecac, 3 drams ;glycerin, 5 drams, and water, sufficient to make 8
ounces.
To this some have made the further addition of
liquor potassii arsenitis (Fowler's solution). The
ulcers are swabbed with this solution two or three
times a day, and all patients, whether the gums are
affected or not, are instructed to put from 10 to 15
drops on a tooth brush, twice a day, and to brush the
teeth and gums vigorously. Improvement and cure
are rapid.
There is abundant evidence that the best drug to
employ is arsphenamin, especially in the severer cases
showing deep tissue necrosis. Ehrlich14 himself, in
1910, noted rapid healing in a case after one intra¬
venous injection of arsphenamin. Many have since
noted similar results. Just as striking are the prompt
cures effected by the local application of arsphenamin
solutions, or suspensions in glycerin, two or three
times daily.
3. General measures should include strict isolation,
a high caloric diet in liquid or semisolid form, sodium
cacodylate injections daily, and such symptomatic
therapy as the individual case requires. All author¬ities warn against the use of mercury for syphilis
associated with Vincent's disease, before the local
lesion is cured. Mercury undoubtedly tends not only
to increase the incidence of Vincent's disease, but
greatly to prolong its cure.15
SUMMARY AND CONCLUSIONS
Evidence has accumulated in the last few years to
show that ulcerative lesions of the mouth and throat
of a nonsyphilitic nature are extraordinarily common
among the Allied .troops. These conditions are the
cause of much unnecessary and expensive invalidism ;
they are probably wholly preventable and hence not to
be tolerated. Military and civil practitioners should
constantly bear in mind the following well establishedpoints :
1. Vincent's disease is in all likelihood a primaryperidental gingivitis, occurring frequently in certainparticular areas, liable to develop anywhere in ill kept
mouths, associated with characteristic gum lesions, and
13. Emrys-Roberts: Brit. Med. Jour., 1917, 2, 359.14. Ehrlich: M\l=u"\nch. med. Wchnschr., 1910, 57, 2268.
15. In addition to the references already given, the following willbe found of interest:
Vincent: Deutsch. med. Wchnschr., 1894, 99, 922.
Saverio: Arch. ital. di oto. rinol. e laringol., 1910, 21, 177.
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capable of spreading to any part of the buccal cavity
or throat. The disease is both infectious and con¬
tagious.
2. The lesions most often seen clinically are ulcéra¬
tions of the tonsils, to which the name "Vincent's
angina" should be restricted.
3. No matter where located, the lesions of Vincent's
disease are caused by the activities of the B. fusifonnis
and an associated spirochete. Their specificity is as
yet unsettled. It is quite likely that they normally are
symbiotic saprophytes, capable under certain conditions
of causing pathologic changes.
4. The diagnosis of Vincent's disease from diph¬
theria and syphilis is simple. Smears from the lesions
usually suffice.
5. Casés of uncomplicated Vincent's disease invaria-*bly give a negative Wassermann reaction.
6. The local application of concentrated solutions
öf arsphenamin is regarded as the best form of ther¬
apy. Most cases clear up within a few days.
7. Prophylaxis is better than cure. Oral sepsis isinexcusable.
ABSTRACT OF DISCUSSION
Dr. W. H. Marshall, Flint, Mich.: During 1916 and 1917,
while with the British forces, I saw many of these cases. Dr.
Bin. man of Toronto found an Ameba buccalis that was sym¬
biotic with the organisms described by Dr. Miller. In some
forty cases he also found this ameba with the spirillum, and.
based on these findings, we used wine of ipecac, half an ounce,
for its action on the amebas, liquor potassii arsenitis (Fow¬
ler's solution), half an ounce, and a dram of glycerin locally
in the mouth, applying it with a cotton swab two or three
times a day. Our cases cleared up rapidly with that simple
form of therapy.
Dr. Frank J. Sladen, Detroit : There are three points of
interest emphasizing the importance of Dr. Miller's paper.
First, Vincent's angina is a more common condition than is
recognized. The best dentists see it frequently, and believe it
is within their domain. The majority of cases are of the
membranous type, recovering under simple mouth and throat
measures, a frequent reason for the lack of effort leading to
recognition. The occasional experience of trying to control
an advanced, serious case impresses on one the advantage of
early institution of proper measures. Second, the problems
of conflicting diagnoses do not always seem as easy as Dr.
Miller presented them. The membranous stage has its rela¬
tion to diphtheria. Such a diphtheritic membrane has been
the basis of uselessly exposing a patient to the expensive and
sensitizing antidiphtheric serum. The difficulty, after failure
to distinguish the differences in the membrane, lies in the fact
that the laboratory diagnosis of diphtheria depends on cul¬
tural efforts rather than on the smear. The organism of Vin¬
cent's angina is poorly viable and usually in this way late
negative results are obtained before the telltale smears are
searched. Third, in relation to syphilis : At the ulcer stage
there is similarity in the location and character of the ulcer
and in the residual deforming scars. The latter may be very
misleading. It is interesting also that a spirillum is asso¬
ciated though easily distinguished from the Spirochaeta
pallida. In the face of a negative Wassermann reaction, and
no other syphilitic stigmata, there is frequently quick response
to arsphenamin. Arsenical preparations are indicated. Ready
recovery usually occurs, but I recently dealt with a fatal case
which had already advanced beyond control of local measures,
a case in which the larynx was involved, with a broncho-
pneumonia. Intravenous injections of arsphenamin were of
no avail. Earlier recognition might have changed the out¬
come.
Dr. Henry A. Christian, Boston : Two points in connec¬
tion with this condition are of interest. The first is this strik¬
ing similarity of some of the cases to a syphilitic lesion, and
the potability of some old cases of perforation of the palate
or the septum of the nose in which the Wassermann is nega¬
tive and in which there is no history of syphilis and no sign
of syphilis being of this origin. The other point of interest
is whether the organisms found are the cause of the condition.
I have always felt very skeptical about that. The organisms
are easily found, but are they the cause of the lesions? The
reason for my skepticism is this : Usually, when you get
chronic throat conditions from any cause, with superficial
ulcération, you find these organisms. The organisms are
inhabitants of the mouth under normal conditions ; at least
similar organisms are found in the mouth. In a number of
cases of advanced nephritis you get ulcerative conditions in
the mouth, and the laboratory reports the finding of the Vin¬
cent's organism in these cases.
Sometimes, in treating syphilis, you are unfortunate enough
to produce a mercurial stomatitis, and then you find these
organisms in those cases. In noma in children the destructive
lesions in the mouth show these organisms on the surface
and underneath, and it has always been disputed whether
these organisms or some streptococcus or some unknown
organism is the cause of noma. It seems to me that there is
considerable reason for doubting the spirillum and the fusi¬
form organism as being the cause of the condition. They are
extremely useful from the viewpoint of the diagnosis, because
the finding clears up in your mind whether or not it is diph¬
theria and whether or not it is syphilis. I think evidence is
lacking that they are the definite cause, and, as one speaker
has said, he very commonly found amebas. Are amebas the
cause? You nearly always find some other bacteria, as strep¬
tococci. Are they the cause? Or is there something else
which is the cause? From my personal ideas and experi¬
ence, I do not think that we know.
Dr. Sydney R. Miller, Baltimore : One or two points have
been brought up in the discussion to which I would like to
refer. First, I had thought and hoped that I had left the dis¬
tinct impression that the situation was anything but positive'
with reference to the relation of the organisms in question to
the condition of Vincent's angina. There is the greatest doubt
in my mind, and I should like it thoroughly understood, that
the specificity of these organisms is not yet a proved fact.
What we do know is that they occur in these conditions almost
exclusively, though it is known that they exist in other ulcer¬
ated conditions of the mouth, and may be, indeed, normal
mouth inhabitants. It is possible that they become pathogenic
under conditions such as are necessary for the tetanus bacilli,
requiring both ancillary organisms and local injury before
they can assume pathogenic activities. Second, it has been
emphasized that possibly the frequency of this condition among
soldiers has been brought on in part by vigorous antisyphilitic
treatment. It is, apparently, true that the use of mercury, in
that it favors stomatitis, predisposes to the condition, and it is
certainly true that mercury should not be used when Vincent's
angina exists. It would seem to me that in view of the
increased frequency of these conditions of Vincent's infection,
in view of the fact that Ellermann has apparently been able
to reproduce the lesions in tissues previously damaged, that
it is at least safe to assume for the present that these organ¬
isms are potentially quite capable of producing much harm
and temporary invalidism to men, both in civil life and under
military surroundings.
There are so many facts that point to the possible seat of
the trouble around the teeth that it should be every one'sduty to watch for the earliest signs of infection.
Milk and the Children.—It is the duty now of every indi¬
vidual community to see that its children have milk of goodquality and in sufficient amount to assure their normal
development. To do this the price of milk must be controlled
or fixed, and the milk supply to infants and children care¬
fully safeguarded. The malnutrition of our children was,
even before 1914, a serious national problem and one demand¬
ing urgent attention. Poverty and ignorance of dietary
essentials have been ever-present factors in the malnutrition
of the young and war conditions cannot fail to increase the
gravity of the situation and the difficulties of maintaining
the health of the Nation.—Bulletin, Federal Children's Bureau.
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